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Summary

Background: Gender-based violence affects 35–45% of women worldwide, mostly coming from domestic violence. A good
screening procedure in clinical practice is useful, but WHO does not advise universal screening, recommending further
research.
Aim: (i) To report the frequency of domestic violence cases among admissions to the Emergency Room of a major Italian
Hospital in 2020, including during complete ‘Lockdown’ period; (ii) to document acute and chronic health effects of domestic
violence and (iii) to asses usefulness of the WHO screening as a tool for uncovering cases which would otherwise remain
hidden.
Design and methods: A database containing all the information recorded for each of 19 160 patients in the Emergency Room
was constructed by a keyword search (‘violence’, ‘assault’, ‘trauma’) to filter the data and retrieve cases of violence in the
period between 1 January and 2 June 2020. The self-administered questionnaire of the WHO Multi-country Study on
Women’s Health and Domestic Violence against Women was used in women referred to the emergency room for any cause,
excluding trauma.
Results: A recent history of domestic violence was disclosed by 22.67%, after completing the WHO questionnaire. Of those
not participating in the survey, diagnosis of domestic violence was only 0.6% (128/19 160).
Conclusion: Power of detection of domestic violence by the WHO questionnaire is very high, while the frequency of occur-
rence of these events in this population was considerable. Seemingly, it elicits the responsiveness to the topic of the volun-
teer interviewees. Its use should be firmly recommended, reasonably, while Covid-19 pandemic is affecting health, rights
and response.

Background

Gender-based violence affects 35–45% of women worldwide.1

In most cases, violence comes from the partner or family
context: intimate partner violence (IPV) or domestic violence.

This is significantly related to a worsening of physical, sexual,
reproductive and mental health.2 The direct consequences of
violence are physical injuries, psychological trauma and
death;1,3,4 the indirect ones can affect the victim in the
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medium or long term, resulting in chronic disease and
disabilities.

Women who suffer violence at the hands of their partner,
former partner or family members turn frequently to urgent
and emergency care units, as most direct consequences of do-
mestic violence are non-fatal physical injuries.5 It has been
shown that women who have suffered physical or sexual vio-
lence from their partner are in poorer general health than
women without a history of IPV. They complain of chronic pain,
memory loss, limitations in walking and doing daily activities,2

headaches, chronic pelvic pain, back pain, abdominal pain, irrit-
able bowel syndrome, other gastrointestinal disorders,6,7 anx-
iety and depression.8,9 Some of the indirect pathogenic
pathways are mediated by responses to chronic stress, both
neuro-endocrinological and immunological,10 which result in
changes in structures, such as in the amygdala and hippocam-
pus. This may lead to the onset of psychiatric disorders, but
also immune dysfunctions (with increased risk of infectious
and neoplastic diseases), cardiovascular (hypertension)11 and
metabolic (insulin resistance) disease.1 In addition to stress-
related mechanisms, increase of behavioural risk factors such
as those related to the abuse of alcohol, medications, or tobacco
and other drugs9,12,13 are involved (intermediate pathways).

It has been discovered that men who use violence against
their partners are more likely to engage in HIV-risky behaviours,
such as having several sexual partners, (sex workers included),
and are more likely to contract sexually transmitted infections
(STIs) than non-abusing partners.14,15 As a consequence,
women who are sexually assaulted by their partner are at sig-
nificant risk of sexually transmitted diseases and of a worsen-
ing of their reproductive health.16

The detection of domestic violence by health care providers
can be the first step to offer women concrete possibilities of
escaping violence. The screening can be ‘universal’, i.e. asking
questions about possible violence to all women who come into
contact with health services, or with evidence of worrisome fea-
tures. Nevertheless, WHO does not advise ‘universal screen-
ing’,16 but the validity of this recommendation is not absolute,
and WHO itself has recommended that further research should
be done on it. However, some institutions like the American
College of Obstetricians and Gynaecologists support universal
screening.17

Aim

This study aimed to ascertain the frequency of cases of domes-
tic violence among the admissions to the Emergency Room of
the University Hospital ‘Gaspare Rodolico – San Marco’ in
Catania, Sicily (Italy) during a period of 5 months, including the
complete COVID-19 ‘lockdown’ period. Moreover, acute and
chronic health effects of domestic violence, its symptoms and
signs associated with domestic violence are described. The third
goal was testing usefulness of the WHO recommended univer-
sal screening as a tool for uncovering cases which would remain
covert with the current, unfocused triage and medical interview
set-up.

Design and methods
Data collection

We had access to a database containing all the information
recorded for each patient. A keyword search (‘violence’, ‘as-
sault’, ‘trauma’ and others) in diagnosis, history and physical

examination text, was carried out, to filter the data and retrieve
cases of violence at the hands of other people, in the period be-
tween 1 January and 2 June 2020.

Questionnaire design

We developed a questionnaire with three sections. The first sec-
tion included gender, date of birth and medical history, preg-
nancies and/or miscarriages, nutritional status, alcohol
consumption, smoking. The second section was adapted from
Section II – ‘General Health’ of the questionnaire used in the
WHO Multi-country Study on Women’s Health and Domestic
Violence against Women.2 For the third section ‘Domestic
Violence’, the three brief directed questions that can detect a
large number of women who have a history of partner vio-
lence18 were used.

At the end of the questionnaire, the patient was asked dir-
ectly whether the reason for accessing the Emergency Room
was domestic violence, and by this criterion, the two compari-
son groups were defined. All of the data were anonymous.

The questionnaires were proposed for volunteer participa-
tion to all the women on working days between 14 July and 24
August 2020, when admitted to the Emergency Room. Criteria
for inclusion were: female, aged from 14 to 65 years, who had
requested access to the Emergency Room, for any non-trauma
reason. Seventy-five women meeting the inclusion criteria
agreed to participate in the study by completing the
questionnaire.

Method of administration

The questionnaire was provided to all the patients (universal
screening) only after they had been taken into hospital care,
and were then self-administered in a protected environment
and without the presence of any accompanying person.

Data processing

Based on the date of admission, we identified two different peri-
ods: one, which we called ‘Lockdown’, from 10 March to 3 May
2020, and another, ‘Non-Lockdown’, which comprised from 1
January to 9 March 2020, and from 4 May to 2 June 2020. Age, nu-
tritional status, tobacco consumption, alcohol consumption,
abortion history, daily activities impairment, chronic pain,
memory disorders, gastrointestinal disorders, psychosomatic
symptoms, anxious and/or depressive symptoms, previous hos-
pitalizations were recorded. A score of 0, 1 or 2 was given to
each answer or group of answers referring to the same area of
health. 0 corresponded to ‘absence’ of the disorders or risk fac-
tors, 1 to ‘moderate presence’ of the risk factors or disorders
and 2 to ‘severe presence’ of the disorders or risk factors. In the
resulting score, lower values corresponded to a minor impair-
ment of the functions under consideration or to a lower expos-
ure to risk factors. The frequencies of domestic violence history
cases were measured (at least 1 ‘Yes’ out of the three questions
in section III) and two groups were identified: ‘patients exposed
to domestic violence’ and ‘patients not exposed to domestic
violence’.

Statistical analysis

Student’s t-test was used to compare the scores of the two
groups, i.e. patients exposed to domestic violence vs. patients
not exposed to domestic violence, for the period between 14
July and 24 August 2020, for the patients assessed also by the
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questionnaire. The frequencies of the different variables be-
tween the two groups were compared using v-squared and
Fisher’s exact tests.

Results
Admissions due to violence by others and domestic
violence

In the period between 1 January and 2 June 2020, 19 160 patients
accessed the ER. Of these, those for whom the referral was due
to violence by others were 128. While during the lockdown the
percentage of males in the total number of victims of violence
decreased compared to the non-lockdown period (non-lock-
down: 57.14%; lockdown: 43.48%), that of females slightly
increased (non-lockdown: 41.9%; lockdown: 43.48%).

Of the 128 cases of violence by others, among the other types
of violence, it was possible to recognize 15 as ‘Domestic
Violence’: 12 females (80%) and 3 males (20%).

During the lockdown period, the percentage of admissions
due to domestic violence in the total number of victims of vio-
lence by others increased (Table 1).

Perpetrators of domestic violence
In the three cases with male victims, the attackers were the
brother (1), ‘a family member’ (1) and ‘a person known in the
family’ (1). In the 12 cases with female victims, the perpetrators
were: partner (8), former partner (1), son (1), father (1), while one
case was reported as ‘Codice Rosa’, the path dedicated to
women and men claiming to be victims of violence, abuse or
stalking. In total, cases of ‘Intimate Partner Violence’, i.e. vio-
lence by partners or former partners, account for 75% of domes-
tic violence against women cases. No cases of IPV occur among
men.

Age
The average age of female patients, who asked to access the
Emergency Room because of violence by others, is
39.5 6 10.5 years, while the average age of male patients is
45.9 6 8.2 years, without a significant difference.

Discharge diagnosis
The discharge diagnosis among victims of violence at the hands
of other people is a traumatic injury in 90.62% of cases, and a
mental or psychosomatic disorder in 9.38% (Table 2). A similar
scenario is seen among victims of domestic violence.

History of domestic violence—from the questionnaire
In the period between 14 July and 24 August 2020, assessing the
75 women who participated in the survey, 58 of them (77.33%)
did not report suffering—or having suffered—from domestic
violence, while 17 of them (22.67%) disclosed a recent history of
domestic violence. The two groups ‘Declared Domestic
Violence’ and ‘Not Declared Domestic Violence’ are comparable
by age (P¼ 0.80) and by BMI (overweight/obese, P¼ 0.93).

Medical history elements, with respect to ‘absence’ or ‘pres-
ence’ of the disorders in the two groups, with and without his-
tory of domestic violence, show that highest percentages,
among women with a recent history of domestic violence, of
abortions, daily activities impairment (P¼ 0.0478), psycho-
somatic symptoms and anxious-depressive symptoms
(P¼ 0.0511) were present.

Score
On a scale from 0 to 16, where the higher the number the
greater the presence of unfavourable factors for the quality of
life, the two groups presented the averages shown in Table 3.
There was a higher score for the women who had declared re-
cent history of domestic violence (P¼ 0.05).

At last, by direct question, assessing the women who partici-
pated in the survey, 22.67% disclosed a recent history of domes-
tic violence, after having filled the questionnaire. Looking at the
percentage of women not participating in the survey, the diag-
nosis or report of domestic violence was significantly much
lower: 0.67% (128/19 160 cases): P< 0.0001.

Discussion

The cases of domestic violence detected in the first phase of
this study mainly concern women (80%), and exclusively
women if Intimate Partner Violence is considered; these data
are in line with the expected results. In the second phase of this
study, it was decided to use a universal screening tool, including

Table 1. Domestic violence in the ‘Lockdown’ and ‘Non-Lockdown’
periods

Domestic violence/Other violence admissions

Females Males Total

Non-lockdown 9/44 1/60 10/104
(20.45%) (1.67%) (9.62%)

Lockdown 3/10 2/13 5/23
(30.32%) (15.38%) (21.74%)

The ‘N-1’ chi-squared test and the confidence interval calculated were used for

the comparison of proportions by the MedCalc calculator. In males, P¼0.4478,

not significant; in females, P¼0.0209, significant.

Table 2. Discharge diagnosis among victims of violence at the hands
of other people is a traumatic injury in 90.62% of cases, and a mental
or psychosomatic disorder in 9.38%

Number %

Contusion 10 66.7
Abrasions 5 33.35
Head injury 3 20.00
Localized pain 1 6.67
Reactive anxiety 1 6.67
Hematoma 2 13.34
Ecchymosis 2 13.34
Pleural effusion 1 6.67

Table 3. Mean scores: declared domestic violence vs. not declared
domestic violence (t¼�1.961); on a scale from zero to 16, where the
higher the number the greater the presence of unfavourable factors
for the quality of life, there is a significant difference of the averages
between the two groups, i.e. there was a higher score in the women
who had declared recent history of domestic violence (P¼ 0.05)

Mean score

Domestic violence (n¼ 17) 6.53 6 2.68
Not domestic violence (n¼ 58) 4.87 6 3.17
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self-administered questionnaires in a protected environment,
away from any accompanying people. This procedure allowed
greater disclosure by women with a recent history of domestic
violence, as reported in other studies.19,20 Through screening,
the amount of domestic violence identified greatly increased,
compared with the months before the administration of the
questionnaire: from 0.67 to 22.67% of women in the same age
group who accessed the Emergency Room.

All cases in the first phase were recognized as the reason for
access to the ER, while in the second phase the results are al-
most entirely due to screening (in only one case domestic vio-
lence was the reason for the request of admission). During the
lockdown period, the case ratio of domestic violence to violence
by others increased. The increase concerned both sexes, but the
data are difficult to interpret, as the number of cases is limited.
During the lockdown, the percentage of male victims of violence
by others decreased, while those of women increased, in com-
parison with the non-lockdown period. This variation, albeit
not statistically significant, could be in line with the hypothesis
that a large number of cases have not been properly recorded;
around the world, the lockdown had a significant impact on the
global increase in domestic violence.21,22

Clinical pictures and warning signs

From the first phase of the study, it emerged that the most fre-
quent discharge diagnoses among survivors of domestic vio-
lence concern traumatic injuries, accompanied by symptoms of
altered mental status. Possible indirect signs to pay attention
to, in addition to trauma, emerged from the second phase of the
study. From the analysis of the answers to the questionnaire, al-
though limited by the non-participation of a significant percent-
age of women who accessed the ER, it was observed that the
average score, given by the sum of the medical history pertinent
positives and the symptoms associated with domestic violence,
is higher in women exposed to violence in the last year than in
women who have not been abused. These symptoms are psy-
chosomatic (headache, sleep disorders, tremor, dizziness, lack
of appetite), and anxious-depressive (fear, nervousness, lack of
lucidity, feeling of unhappiness). A weakly significant associ-
ation between positive abortion history (not included in the
score) and domestic violence was also found. The following
considerations can be derived from Phase B results:

i. The score resulting from the answers to the questionnaire
could be a domestic violence risk index, as it is directly pro-
portional to the probability of domestic violence itself.

ii. It seems clear that the preliminary administration of this
questionnaire facilitates and highlights the information on
domestic violence.

iii. To confirm this assessment, in the absence of screening
and of ‘direct’ symptoms, the data on violence remains
hidden.

iv. It seems, given the high percentage of women with a posi-
tive history of domestic violence accessing the Emergency
Room, that the service is of not only medical importance,
but it also represents an implicit request for help and sup-
port, not sufficiently provided by other institutions.

Currently, there is a shortage of published information,23

and the main reference source is a magazine investigation.24

Calls for action requires a greater scientific, medical and polit-
ical commitment.25 Some contribution relies in digital
approaches to the topic,26 without facing directly persons and
problems claiming a better understanding of family violence

during the pandemic by providing surveillance, i.e. via tweets.
Also for this problem, a solidarity support from community by
additional resources provided by governments in the first surge
of this pandemic in regard of health professionals is particularly
valuable27,28

According to our study, the percentage of women with a
positive history of domestic violence in the ER is high and, at
present, scarcely recognized. It is necessary, therefore, to imple-
ment screening protocols, universal or at the detection of warn-
ing signs: traumatic injuries, psychosomatic symptoms and
anxious-depressive symptoms. Since domestic violence affects
women’s health, directly and indirectly, it should be considered
as other risk factors usually included in any medical history.

Conclusion

The power of detection of domestic violence by the WHO ques-
tionnaire is very great, and the frequency of occurrence of these
events in our population is high. Seemingly, it elicits a greater
responsiveness of the interviewees and its use should be firmly
recommended, reasonably while Covid-19 pandemic is affecting
health, rights and response.
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